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Executive
Summary and
Recommenda
-tions

The Nashville Child Death Review Team was established by
Executive Order in January 1994 with the goal of reducing
child fatalities.  The Team includes doctors, police officers,
paramedics, nurses, behavioral health professionals, medical
examiner, district attorneys, and child protective service
workers.

During the 1997 calendar year, 110 Davidson County children
died.  After review the Team determined that thirty-two deaths
could have been prevented.  This report provides information
about the deaths of these children.  Much has been learned
about the circumstances surrounding child deaths in Nashville
and Davidson County.  Hopefully this information will be used
to guide both policy and action at State and local levels.

There is no one agency or organization in Nashville that has a
complete picture of the circumstances surrounding the death of
a child. The Team fills this gap by conducting confidential case
reviews of deaths of children from birth through age seventeen.
Through their collaborative work, they seek to understand why
and how children are dying in Nashville and further, how the
death may have been prevented.

This 1997 report is the fourth annual report compiled and
includes a Four Year Data Summary.  Data were entered into
the Child Fatality Database and  the findings are reported in
this report.

Of the total 110 children who died, 79 died of natural causes.
Nine of the natural deaths were attributed to SIDS (Sudden
Infant Death Syndrome). The remaining deaths included thirty
who died as a result of injury related deaths and one case
where the manner of death could not be determined.  Injury
related deaths included 10 deaths from traffic accidents, 10
non-traffic accidental deaths, nine homicides, and one suicide.
Of the non-traffic related deaths, seven died as result of
firearms, six suffocated, three children drowned, two died in a
fire, and one died as a result of inflicted injury.

Sixty nine infants died (from birth to 12 months). Eight children
died between the ages of one and four, and eight children died
between the ages of five and eleven.  Twenty-five children
between the age of 12 and 17 died.  Of the 110 deaths during
1997, 76 were male, 34 were female.  Table II on page 19
shows the leading causes of death ranked by age group over
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the four-year period.  Illness is the number one cause of death
for children between birth and age 11. In adolescents,
however, firearm related deaths was the leading cause over a
four year period.  Illness was the second leading cause and
vehicular accidents claimed the third largest number of
adolescents.  Data over the four-year period strongly suggest
that availability of guns is a factor in both suicides and
homicides.

 Additionally, data suggests that more effort should be placed
on educating adolescents about the deadly combination of
drugs, alcohol and operating a motor vehicle.

Team
recommenda -
tions

Team recommendations are listed below:

1. Team members agreed to convene a meeting, including
but not limited to the OB/GYN Society, Tennessee
Perinatal Association, March of Dimes, Metro Police
Department, and the District Attorney’s office to discuss
the topic of prenatal child abuse.  The goal of the
meeting is to determine possible interventions (and/or
solutions) for dealing with substance abuse during
pregnancy.

2. The wording regarding risk factors on birth certificates
should be clearer.

3. Nashville’s Child Death Review Team would like to see
a meeting between the Medical Examiner’s office and
the Nashville Fire Department Medical Director’s office,
to discuss whether paramedics may not begin or
discontinue  resuscitation on children who are obviously
dead.  Dr. Levy’s office would like to have an
investigator at the scene before a deceased child is
removed.

4. The State Child Death Review Team should
recommend a change in the way infant child death
statistics are counted.  Non-viable infant deaths should
be captured in another category or excluded from infant
deaths in order to demonstrate a clearer picture of infant
mortality.  To date the Team has reviewed several
deaths that fall into the non-viable category.
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5. The Metro Health Department should do a pool safety
campaign annually.  Channel 8 has a commercial
showing a child drowning that should be aired on other
channels.

6. The quality assurance process at the Department of
Children’s Services (DCS) should include a documented
review of all DCS child death cases.
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Introduction
and
Background
Information

The Davidson County Child Death Review Team was
established by Mayor Philip Bredesen through Executive Order
No. 94-01 on January 5, 1994.  The order required the Team of
10 to “review the death of any child below 18 years of age
legally residing in Davidson County at the time of death.”
Additionally, the team explores the manner of death and
recommends preventive strategies.  The Mayor’s Executive
Order is found in Appendix I.  The Team is mandated to
prepare an annual report on child fatalities in Davidson County
and to submit the report to the Mayor.  In April 1995, the first
annual report was published.

On June 12, 1995, Governor Don Sundquist signed the Child
Fatality Review and Prevention Act of 1995.  The Bill, which
was sponsored by Representative Westmoreland and Senator
Holcomb, created the Tennessee Child Fatality Prevention
Team within the State Department of Health.  Further, the
legislation established local teams in each judicial district to
review cases of child deaths before submission to the state
team.  The Bill is found in Appendix 2.  Nashville’s Team
operated for eighteen months prior to the State legislation.

Team
Objectives

The Nashville Child Death Review Team seeks to “identify:  1)
causes of death for children under 18; 2) circumstances
surrounding, and contributing to, preventable deaths; and 3)
needed changes in legislation, policy and practice; with the
goal of establishing preventative and interventive mechanisms
that will reduce child fatalities”.

Since its inception in January 1994, the Team has gathered
data for four consecutive calendar years.  The Chair of the
Nashville Team serves on the Statewide Child Fatality Review
Team.  The Statewide Team addresses policy issues
impacting children throughout the State.

_________________
Lisa A. Granik and others, Child Death Review

Teams: A manual for Design and Implementation
(Chicago, Illinois:  American Bar Association,1991) p 1.
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Findings

A total of 110 Davidson County children between the ages of
birth and 17 years died in Tennessee during the 1997 calendar
year.  This number does not include data on Davidson County
residents who died in other states.  The National Association
for Public Health Statistics and Information System restricts
access to data on out of state deaths to the Tennessee Vital
Records staff. The Team completed review of all 110 cases.
Findings are evaluated within the sub-categories taken from
the death certificate for manner of death.  These categories are
natural, accident, suicide, homicide and could not be
determined.  Following these findings are some overall
demographic findings.

Natural was
the manner of
79 deaths of
children during
1997,
representing
72 % of the
child deaths.

Natural was the leading manner of death among children in
1997.  There were 79 children, 72% of the total cases, whose
deaths were attributed to a natural manner. Causes of death
listed under the Natural manner include known illness or
medical conditions, prematurity, and SIDS.  Planning District
14 (Donelson - Hermitage) led the county with 14 deaths,
followed by Planning District 5 (East Nashville - Inglewood)
and district 12 (Tusculum - Crieve Hall) each with 10 deaths.
(See Appendix 6A and 6B.)

Known Illness or medical condition was listed as the cause of
death in 43% or 34 of the deaths listed under natural manner.
These deaths are from a variety of different medical conditions.
Those children who were under one year of age, for whom
prematurity was the primary contributing factor, are not
counted in this group.  They are counted under prematurity.
Prematurity makes up the second largest group dying from
what is considered a natural manner.

Figure 1:
Deaths due to
Natural
Manner
(79 of total
cases)

Figure1 

Prematurity
46%

Illness
43%

SIDS
11%

Prematurity
SIDS
Illness

Deaths due to Natural Manner
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Prematurity is defined as any child born after 22 weeks of
gestation and less than 38 weeks gestation. The neonate
period is from birth to 28 days and the postnatal period is from
28 days to 1 year of life. Prematurity is the leading cause of
natural deaths contributing to 46% or 36 of the deaths by this
manner in 1997. Five of these cases were considered non-
viable infants and did not fit into the above definition of
prematurity. They were born at 16 weeks, 19 weeks, 20 weeks
and two (2) at 21 weeks.  They are counted here because they
were issued birth certificates as live births and their cause of
death was extreme prematurity.  The Team has recommended
that the State look at another way of counting these non-viable
infants.

 White males made up the largest group with 14 deaths during
the neonate period.  All three deaths in the postnatal period
were in African Americans.

This year 26 (72%) of the 36 premature infants died within the
first twenty-four hours of life. Twelve (12) infants died as the
result of prematurity (33%) that was complicated by a multiple
birth situation.

The team tried to look at the effects of drug use on premature
delivery but found that information on the birth certificate about
drug use was self reported and not reported by the physician
who signed the birth certificate.  Without access to the
mother’s obstetrical record we were unable to determine if she
had a history of drug use during any part of her pregnancy.

Illustrative Vignette:  Twins were born to a 24 year old married
women.  She entered prenatal care in the third month and had
11 visits to the doctor prior to entering early labor.  The twins
were born at 26 weeks. One twin weighed 15 ounces; the other
twin weighed 2 pounds 1 ounce. Both died within the first 24
hours. The first from prematurity complicated by congestive
heart failure and the second from prematurity.  Mother had a
prior history of receiving treatment for alcoholism.

Infants who died from causes related to their prematurity were
highest in Planning District 14 (Donelson - Hermitage) with 9
deaths.  There were two sets of twins who died in this area.
The next highest number of deaths due to prematurity was in
District 5 (East Nashville - Inglewood) with 7 deaths. There
was one set of twins in District 5. (See Appendix 6C and 6D)
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Figure 2: AGE,
RACE AND SEX
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AGE, RACE AND SEX BREAKDOWN OF PREMATURITY CASES

SIDS
The National Institute of Child Health and Human Development
(NICHHD) defined SIDS as “The sudden death of an infant
under 1 year of age that remains unexplained after a thorough
case investigation, including performance of a complete
autopsy, examination of the death scene, and review of the
clinical history.”  SIDS was the diagnosis in 11% or 9 of the
deaths.  The age of the infants ranged from 1 to 7 months.  Six
died before they were three months. Only one child was
premature. Three mothers reported smoking during pregnancy.
Two infants were found face down and three on their back.
There was no information on the other cases as to their
position when found.

Accident was
the manner of
20 deaths of
children during
1997,
representing
18% of the
total deaths.

Accidental deaths was the second leading manner of death of
Davidson County children in 1997, accounting for 20 deaths,
18% of the total. This manner includes deaths due to causes
such as vehicular accidents, drowning, suffocation and fires.
Males made up 80% of the 20 accidental deaths. This number
was evenly divided between African American and white
males.  The remaining 4 accident victims were African
American females.  African Americans represented a
disproportionally high number of accident victims.

Accidental deaths were highest in Planning District 5 (East
Nashville - Inglewood) and District 12 (Tusculum - Crieve
Hall). Each had three children die as a result of an
accident. (See Appendix 6E)

Drowning deaths made up 3 of the accidental deaths,
fires contributed to 4 deaths and suffocation to the
remaining 4.
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Figure 3:
Accidental
Causes By
Race And
Gender
(20 cases) 3
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Illustrative vignette: A three year old child was outside playing
while his father was working in the yard.  The child had taken
off his shoes and either fell or jumped into the pool.  His father
later found him there.  Efforts to revive him were unsuccessful.

Incidents of children drowning in home pools have caused the
Team continued concern regarding the laws governing one
and two family residential swimming pools.  The Team again
looked into the codes governing pools, which only apply to
pools built after 1992.  The Metro Health Department has
agreed to inspect pools where a child has drowned and make
recommendations that will help the homeowner to take safety
precautions to prevent drownings. The Health Department will
also run a public service announcement on pool safety
measures each spring.  Health Department Staff will work with
Codes inspectors to implement the providing of information on
pool safety measures related to young children. It is
recommended that this information be provided to
homeowners at the time of the initial inspection.

Vehicular accident was the largest cause of accidental deaths -
accounting for 10 victims (50%). Males comprised 90% of the
vehicular accidents. Two thirds of the males were white and
one third African American.  The remaining victim was an
African American female.  Two were pedestrians; one was hit
by a car and the other a train. One victim was on a bicycle and
collided with a moving vehicle.  Of those in automobiles, two
were driving and five were passengers. Of the 7 victims in
automobiles, 6 had seatbelts present but were not using them.
In the seventh case it was not known if seatbelts were present
or used.
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Illustrative Vignette:  Three teens were out driving at a high
rate of speed.  The driver lost control and the car crashed. No
one in the car was wearing a seat belt. A 17-year-old girl and
her older sibling were killed and the driver seriously injured.
Alcohol may have precipitated the wreck.  The 17-year-old had
an elevated blood alcohol level. The driver’s blood level was
unknown at the time the case was reviewed.  There are
pending charges against him if he survives his injuries.

Figure 4:
Accidental
Deaths by
Race and Age
(20 cases)
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Accidental Deaths by Race and Age

Homicide was
the manner of
9 deaths of
children during
1997,
representing
8% of the total
deaths.

Homicide this year made up the third leading manner of death
in children.  This group included the following causes; firearms,
inflicted injury and strangulation. Firearms continue to
contribute to the largest group of homicide cases. In 1997
there were 9 deaths (8%) due to homicide.  Firearms were
involved in 77%  (7) of the homicide deaths.  Planning District
5 (East Nashville - Inglewood) and District 14 (Donelson -
Hermitage) each had 2 children to die as a result of a
homicide. (see Appendix 6F)

African American males make up 55% (5) of the homicide
victims and three-fourths (4) of the firearm cases.  Males make
up 71% (5) of the cases involving firearms.

All the firearm deaths this year were the result of homicides.  In
each case an unrelated person shot the victim.  In three of the
cases the victim’s involvement in criminal activity contributed to
his death. Two of these deaths involved drug related activities.
There was one case that was identified as gang related.
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Figure 5:
Homicide
Causes By
Race And
Gender
(9 cases)
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Illustrative Vignette:  A 16-year-old girl was working at a
fast food restaurant when she and her co-workers were
killed in a robbery attempt.  Less than a month later a 17-
year-old was killed in another fast food restaurant
robbery.  One of the victims of this robbery survived and
an arrest has been made.  The man accused of the
murders is awaiting trial.  The death of these two girls
caused the community, and parents in particular to look
at the safety of teenagers working late hours in places
like fast food restaurants.

Figure 6:
Firearm
Deaths by
Race and Age
(7 cases) 3
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Figure 6  
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Suicide was
the manner of
1 death during
1997; this
represented
1% of the total

Teen suicides decreased in 1997.  There was only one death -
a white 13 year old male who strangled himself.

In one case the actual manner of death could not be
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deaths. determined even after autopsy and investigation.

Demographic
Information

Planning District 14, Donelson – Hermitage had the highest
number of child deaths (18 cases).  District 9, Downtown area
had no child deaths, followed by District 1, Joelton, with 1
death. (See Appendix 6G and 6H)  East Nashville Inglewood,
District 5, had the second highest number of child deaths
during 1997.

Males made up 69% or 76 of the deaths as compared to 31%
or 34 females.  When looked at by race, 51 (46%) of the
children were white, 54 (49%) African American, 2 Hispanic
and 3 of other races.  There continues to be a disproportional
high number of deaths among African American children.
African American children make up 49% of the deaths in the
county but only 28.6% of the under age 18 population in the
1990 census.  Deaths among African American males are
higher than other groups in preventable deaths such as
accidents and homicides.  The only children who died during
the postnatal period where prematurity was the main
contributing factor were also African American.

Figure 7:
Percentage of
Deaths by
Gender
(110 cases)

Figure 7 
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Figure 8:
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Race
(110 cases)
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Figure 9:
Manner of
Child Deaths
by number
(110 cases) 79
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Over 72% or 79 deaths were attributed to natural causes.
Natural causes is followed by accidents (18%), homicide (8%)
and suicide (1%).  The manner of death could not be
determined in 1% of the cases.

Figure 10:
Manner of
child deaths in
percents
(110 cases)
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Preventable
Deaths

One question the Team considers is whether the death could
have been prevented.  As a result of this study it was
determined that 32 (29%) of the deaths were within the
capability of the child or his parents to prevent.  Most of these
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cases were deaths due to accidents, homicides and suicides.
There were, however, some where more timely and prudent
use of medical care by the family would have prevented the
death.  Males made up 26 (81%) of the preventable deaths.
African American males led with 15 cases, followed by white
males with 9.

The Team also determined that another 15 (14%) may have
been preventable.  These cases either did not have enough
information on which to make a formal decision or depended
on changes in behavior of a third party.

Figure 11:
Preventable
deaths by race
and sex
(32 cases)
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Child Deaths 110 Total for 1997Table 1:
Summary of
Findings

Manner of Death
30 Injury related death

10      Accident - Traffic
10      Accident - Non-traffic
9      Homicide
1      Suicide

79 Non-Injury deaths
79      Natural

1 Could not determine

Cause of Death
9 SIDS

70 Natural Cause
7 Firearm

10 Vehicular
6 Suffocation
1 Inflicted injury
3 Drowning
2 Fire
1 Complications of drug levels
1 Not determined

Age
69 Total Infants (birth to 12 months)

38      Neonate (1-28 days)
31      Postnatal (29 days to 1 year)

8 1-4 years (pre-school)
8 5-11 years (school age)

25 12-17 years (adolescents)

Race by Gender African
American

White Hispanic Other Total

Female 18 15 0 1 34
Male 36 36 2 2 76
Total 54 51 2 3 110
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Four Year
Data
Summary

At this writing, the Child Death Review Team has data for 1994,
1995, 1996 and 1997. 1996 figures were adjusted from the last
report to reflect the receipt of several late death certificates.
After two years of decreasing numbers of child deaths the
figures for 1997 show an upward movement.

Natural as
Manner of
Death

Figure 12:
Natural deaths
by year

Natural manner continues to be the leading manner of death of
Davidson County children.  Until 1997 there appeared to be a
continued decrease in the number of deaths in both African
American males and females. In 1997 the number of deaths in
African Americans rose but the overall percentage was 45% in
1996 and 1997.  Natural deaths comprise 66% of all child
deaths between 1994 and 1997.
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Figure 13:
Natural
Manner of
death by year,
race and
gender
(300 cases)
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Accidental as
Manner of
Death

Accidental deaths showed a slight increase from 1994 to 1995
then showed a 20% increase from 1995 to 1996. This last year
there was a slight decrease.  Males were involved with the
largest percentage of accidental deaths, 84% of the total.
White males had the largest number over the four year span
(42%) with African American males following closely with 34%
of the total.
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Figure 14:
Accidental
Manner by
year, race and
gender
(74 cases)
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Accidental Manner by year, race and gender

Homicide as
Manner of
Death

Homicides increased 17% from 1994 to 1995 and remained
unchanged in 1996.  In the last year homicides showed a 25%
decrease, down from 12 to 9. The continued disturbing factor is
that 72% of the homicide victims over the last four years were
African American.  African American males accounted for 62%
of the deaths or 27 of the 43 cases between 1994 and 1997.

Figure15:
Homicide
cases by year,
race and
gender
(43 cases)
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Suicide as
manner of
death

Suicide cases doubled in 1996 to six cases but have sharply
dropped to one case in 1997.  Males continue to make up the
largest group. African American males lead with five suicides
since 1994 followed by white males with four cases. The
Team’s Subcommittee on Teen Suicides is closely monitoring
these trends.  In 1997, the Team sponsored a Teleconference
entitled Preventing Adolescent Suicide as part of its continued
effort on this topic.
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Figure 16:
Suicide cases
by year and
race and
gender
(12 cases)
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Demographic
Data

From 1994 to 1996 Davidson County had shown a downward
trend in child deaths.  In 1997, child deaths increased to 110
from 105 in 1996. A total of 454 children under 18 died in
Davidson County in the four years between January 1, 1994
and December 31, 1997.

Figure 17:
Number of
deaths by year
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When looking at total deaths by gender over the four year
period, males have outnumbered females by 64% to 36%. The
percentage of male deaths ranged from 59% to 69%.
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Figure 18:
Child Deaths
by gender per
year
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When looked at by race, the number of deaths among African
Americans remains high in relation to the percentage of the
population. Although only 28.6% of the population under 18 are
African Americans, African Americans made up nearly half
(48%) of the deaths over the last four years.  In three of the last
four years the number of deaths among African Americans has
exceeded that of white Americans.

Figure 19:
Child deaths
by race and
year

63
51

51
54 59 61

49
51

0

3
2 2 1 1

3

3

Black White Hispanic Other

Figure 19 

1994

1995

1996

1997

Child deaths by race and year

As children grow older, the causes of death change from known
illnesses to causes that are preventable or potentially
preventable in nature.  Over the past four years, most infant
deaths were caused by known illnesses (200) and SIDS (39).
Illness was the leading cause of death in children between the
ages of 1-4 and 5-11.  However, firearms were the leading
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cause of death for children between the ages of 12-17.  Forty-
three children in this age group died as a result of firearms
between 1994 and 1997.

Leading Causes of Death In Davidson County
Four year totals 1994-1997

Rank Under 1 year 1-4 5-11 12-17
1 Illness (200) Illness (21) Illness (22) Firearm (43)
2 SIDS  (39) Fire/Burns (6) Vehicular (7) Illness (32)
3 Suffocation (8) Drowning  (6) Drowning (3) Vehicular

(31)
4 Lack of

adequate care
(2)

Inflicted Injury (5) Fire Arm (1) Suffocation
(3)

5 Fire/burns (2) Vehicular (3) Suffocation
(1)

Poison/drug
overdose (2)

Table 2:
Leading
Causes of
death ranked
by age group

6 Inflicted Injury
(2)

SIDS (1) Fire/Burns
(1)

Lack of
adequate
care (2)

7 Vehicular (1) Firearm (1) Lack of
Adequate
care (1)

Fire/burn (1)

8 Lack of adequate
care (1)

Inflicted
injury (1)

Inflicted
injury (1)

9 Other (1) Other (1)

Causes of death are ranked within each age group.  Highlighted causes are
those that are considered preventable or potentially preventable.
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1997
Nashville
Child Death
Review Team
recommenda
-tions

Team recommendations are listed below:

1. Team members agreed to convene a meeting, including but
not limited to the OB/GYN Society, Tennessee  Perinatal
Association, March of Dimes, Metro Police Department,
and the District Attorney’s office to discuss the topic of
prenatal child abuse.  The goal of the meeting is to
determine possible interventions (and/or solutions) for
dealing with substance abuse during pregnancy.

2. The wording regarding risk factors on birth certificates
should be clearer.

3. Nashville’s Child Death Review Team would like to see a
meeting between the Medical Examiner’s office and the
Nashville Fire Department Medical Director’s office, to
discuss whether paramedics may not begin or discontinue
resuscitation on children who are obviously dead.  Dr.
Levy’s office would like to have an investigator at the scene
before a deceased child is removed.

4. The State Child Death Review Team should recommend a
change in the way infant child death statistics are counted.
Non-viable infant deaths should be captured in another
category or excluded from infant deaths in order to
demonstrate a clearer picture of infant mortality.  To date
the Team has reviewed several deaths that fall into the
non-viable category.

5. The Metro Health Department should do a pool safety
campaign annually.  Channel 8 has a commercial showing
a child drowning that should be aired on other channels.

6. The quality assurance process at the Department of
Children’s Services (DCS) should include a documented
review of all DCS child death cases.
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1997
Nashville
Child Death
Review Team
Accomplish-
ments

1. One hundred and ten child deaths were reviewed during
1997.

2. The Team sent letters to hospital administrators and
medical records directors asking them to ensure that
information on birth and death certificates is the same as
information in the medical records.

3. Team members reviewed the reimbursement policy for
SIDS autopsies in Tennessee.

4. Team members reviewed the law governing pool safety
at private residences, apartments, and condominiums.  A
letter was sent to the State Child Death Review Team
recommending self-closing self-latching gates on all
pools.

5. On October 28, 1997, the Team invited all interested
professionals from middle and high schools to a
teleconference entitled Preventing Adolescent Suicide.
The teleconference was held at the Metro Health
Department.

6. All Metro Council-members were invited to a Team
meeting; listed below are the eight (8) members who
attended:

Melvin Black, District 2
Willis McAllister, District 21
Regina Patton, District 1
Vic Varallo, Council-at-large
Howard Earl Campbell, Sr., District 7
Phil Ponder, District 12
Michelle Arriola, District 26
Vic Lineweaver, District 35

7. Doctors Stephanie Bailey and Suzanne Starling met with
Davidson County Judges to distribute and summarize the
findings in the 1996 Annual CDRT Report.
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Appendix 2

CHILD FATALITY REVIEW AND PREVENTION
ACT OF 1995
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CHAPTER 142
CHILD FATALITY REVIEW AND PREVENTION

Section

68-142-101. Short title.

68-142-102. Child fatality prevention team.

68-142-103. Composition.

68-142-104. Voting members – Vacancies.

68-142-105. Duties of state team.

68-142-106. Local teams – Composition – Vacancy – Chair – Meetings.

68-142-107. Duties of local teams.

68-142-108. Powers of local team – Limitations – Confidentiality of state and
local team records.

68-142-109. Staff and consultants.

68-142-101. Short title.

The chapter shall be known as and may be cited as the “Child Fatality Review
and Prevention Act of 1995.”

[Acts 1995. Ch. 511. § 1.]

68-142-102. Child fatality prevention team.

There is hereby created the Tennessee child fatality prevention team, otherwise
known as the state team.  For administrative purposes only, the state team shall
be attached to the department of health.
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68-142-103. Composition

The state team shall be composed as provided herein.  Any ex officio member,
other than the commissioner of health, may designate an agency representative
to serve in such person’s place.  Members of the state team shall be as follows:

(1) The commissioner of health, who shall chair the state team;

(2) The attorney general and reporter;

(3) The commissioner of children’s services;

(4) The director of the Tennessee bureau of investigation;

(5) A physician nominated by the state chapter of the American Medical
Association;

(6) A physician to be appointed by the commissioner of health who is
credentialed in forensic pathology, preferably with experience in pediatric
forensic pathology;

(7) The commissioner of mental health and mental retardation;

(8) A member of the judiciary selected from a list submitted by the chief
justice of the Tennessee supreme court;

(9) The executive director of the commission on children and youth;

(10) The president of the state professional society on the abuse of children;

(11) A team coordinator, to be appointed by the commissioner of health;

(12) The chair of the select committee on children and youth;

(13) Two (2) members of the house of representatives to be appointed by the
speaker of the house, at least one (1) of whom shall be a member of the
house health and human resources committee; and

(14) Two (2) senators to be appointed by the speaker of the senate, at least
one (1) of whom shall be a member of the senate general welfare, health
and human resources committee.

[Acts 1995, Ch. 511, § 1; 1996, ch. 1079, § 152.]
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68-142-104. Voting members – Vacancies.

All members of the state team shall be voting members.  All vacancies shall be
filled by the appointing or designating authority in accordance with the
requirements of § 68-142-103.

[Acts 1995, ch. 511, § 1.]

68-142-105. Duties of state team.

The state team shall:

(1) Review reports from the local child fatality review teams;

(2) Report to the governor and the general assembly concerning the state
team’s activities and its recommendations for changes to any law, rule,
and policy that would promote the safety and well-being of children;

(3) Undertake annual statistical studies of the incidence and causes of child
fatalities in this state. The studies shall include an analysis of community
and public and private agency involvement with the decedents and their
families prior to and subsequent to the deaths;

(4) Provide training and written materials to the local teams established by
this chapter to assist them in carrying out their duties.   Such written
materials may include model protocols for the operation of local teams;

(5) Develop a protocol for the collection of data regarding child deaths;

(6) Upon request of a local team, provide technical assistance to such team,
including the authorization of another medical or legal opinion on a
particular death; and

(7) Periodically assess the operations of child fatality prevention efforts and
make recommendations for changes as needed.

[Acts 1995, ch. 511, § 2.]

68-142-106. Local teams – Composition – Vacancy – Chair – Meetings.

(a) There shall be a minimum of one (1) local team in each judicial district;

(b) Each local team shall include the following statutory members or their
designees;
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(1) A supervisor of social services in the department of children’s services
within the area served by the team;

(2) The regional health officer in the department of health in the area served
by the team or such officer’s designee, who shall serve as interim chair
pending the election by the local team;

(3) A medical examiner who provides services in the area served by the team;

(4) A prosecuting attorney appointed by the district attorney general;

(5) The interim chair of the local team shall appoint the following members to
the local team;

(A) A local law enforcement officer;

(B) A mental health professional;

(C) A pediatrician or family practice physician;

(D) An emergency medical service provider or firefighter; and

(E) A representative from a juvenile court.

(c) Each local child fatality team may include representatives of public and
nonpublic agencies in the community that provide services to children and
their families;

(d) The local team may include non-statutory members to assist them in
carrying out their duties.  Vacancies on a local team shall be filled by the
original appointing authority;

(e) A local team shall elect a member to serve as chair;

(f) The chair of each local team shall schedule the time and place of the first
meeting, and shall prepare the agenda.  Thereafter, the team shall meet
no less often than once per quarter and often enough to allow adequate
review of the cases meeting the criteria for review.

[Acts 1995, ch. 511, § 3; 1996, ch. 1079, § 152.]

68-142-107. Duties of local teams.

(a) The local child fatality review teams shall:
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(1)     Be established to cover each judicial district in the state;

(2) Review, in accordance with the procedures established by the state team,
all deaths of children seventeen (17) years of age or younger.

(3)      Collect data according to the protocol developed by the state team;

(4)      Submit data on child deaths quarterly to the state team;

(5) Submit annually to the state team recommendations, if any, and advocate
for system improvements and resources where gaps and deficiencies may
exist; and

(6) Participate in training provided by the state team.

(b) Nothing in this chapter shall preclude a local team from providing
consultation to any team member conducting an investigation.

(c) Local child fatality review teams may request a second medical or legal
opinion to be authorized by the state team in the event that a majority of
the local team’s statutory membership is in agreement that a second
opinion is needed.

 [Acts 1995, ch. 511, § 4.]

68-142-108. Powers of local team – Limitations – Confidentiality of state and
local team records.

(a) The local team shall have access to and subpoena power to obtain all
medical records and records maintained by any state, county or local
agency, including, but not limited to, police investigations data, medical
examiner investigative data and social services records, as necessary to
complete the review of a specific fatality.

(b) The local team shall not, as part of the review authorized under this
chapter, contact, question or interview the parent of the deceased child or
any other family member of the child whose death is being reviewed.

(c) The local team may request that persons with direct knowledge of
circumstances surrounding a particular fatality provide the local team with
information necessary to complete the review of the particular fatality;
such persons may include the person or persons who first responded to a
report concerning the child.
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(d) Meeting of the state team and each local team shall not be subject to the
provisions of title 8, chapter 44, part 1.  Any minutes or other information
generated during official meetings of state or local teams shall be sealed
from public inspection.  However, the state and local teams may
periodically make available, in a general manner not revealing confidential
information about children and families, the aggregate findings of their
reviews and their recommendations for preventive actions.

(e)  (1) All otherwise confidential information and records acquired by the state
team or any local child fatality review team in the exercise of the duties are
confidential, are not subject to discovery or introduction into evidence in
any proceedings, and may only be disclosed as necessary to carry out the
purposes of the state team or local teams.

(2) In addition, all otherwise confidential information and records created by a
local team in the exercise of its duties are confidential, are not subject to
discovery or introduction into evidence in any proceedings, and may only
be disclosed as necessary to carry out the purposes of the state or local
teams.  Release to the public or the news media of information discussed
at official meetings is strictly prohibited.  No member of the state team, a
local team nor any person who attends an official meeting of the state
team or a local team, may testify in any proceeding about what transpired
at the meeting, about information presented at the meeting, or about
opinions formed by the person as result of the meeting.

(3) This subsection shall not, however, prohibit a person from testifying in a
civil or criminal action about matters within that person’s independent
knowledge.

(f) Each statutory member of a local child fatality review team and each non-
Statutory member of a local team and each person otherwise attending a
meeting of a local child fatality review team shall sign a statement
indicating an understanding of and adherence to confidentiality
requirements, including the possible civil or criminal consequences of any
breach of confidentiality.

[Acts 1995, ch. 511, § 5.}

68-142-109. Staff and consultants.

To the extent of funds available, the state team may hire staff or consultants to
assist the state team and local teams in completing their duties.

{Acts 1995, ch. 511, § 6.]
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NASHVILLE CHILD DEATH REVIEW TEAM MEMBERS

Stephanie B. C. Bailey, M. D.,MSHSA   Director  (Team Chair)
Metropolitan Health Department
311 23rd Avenue North
Nashville TN 37203

Bonnie Beneke, LCSW
Old Harding Psychological Consultants
5819 Old Harding Road, Suite 204
Nashville TN  37205

Andrea Bracikowski, M. D., Director
Vanderbilt Medical Center
Pediatric Emergency Medicine
703 Oxford House
1313 21st Avenue South
Nashville TN  37232-4700

Alice Brewington, Paramedic
Metropolitan Nashville Fire Department
Emergency Medical Service Division
Quality Improvement
63 Hermitage Avenue
Nashville TN  37210

Susan Campbell, M. D.
Columbia Southern Hills Hospital
391 Wallace Road
Nashville TN  37211

Ron Carter, Detective
Metropolitan Police Department
Youth Guidance Division
200 James Robertson Parkway
Nashville TN  37201
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Sergeant Mark Chesnut
Metropolitan Police Department
Youth Guidance Division
200 James Robertson Parkway
Nashville TN  37201

Annette Goodrum RN., P.N.P.
Metropolitan Health Department
311 23rd Avenue North
Nashville TN  37203

Jannie Gray  (Staff Person)
Metropolitan Health Department
311 23rd Avenue North
Nashville TN  37203

Sergeant Charles R. Griffin
Metropolitan Police Department
Homicide Unit
200 James Robertson Parkway
Nashville TN  37201

Edna Jones
Caring For Children
100 Woodland Street, Suite L-100
Nashville TN  37213

Vickie Bradley-Lawson
Field Supervisor
Tennessee Department of Children’s Services
900 Second Avenue North
Nashville TN 37243

Bruce Levy, M.D.
Medical Examiner
T. E. Simpkins Forensic Science Center
84 Hermitage Avenue
Nashville TN  37210-2110
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Louis J. Martinez
Program Specialist III
Child Protective Services/TN Department of Children’s Services
8th Floor-Cordell Hull Building
436 6th Avenue North
Nashville TN  37243-1290

Michael Miller, Director
Metropolitan Social Services
25 Middleton Street
Nashville TN  37210

Olayinka Onadeko, M. D.
Chief of Pediatrics
Metropolitan General Hospital
1818 Albion Avenue
Nashville TN  37208

Peggy Pharris  (Staff Person)
Metropolitan Health Department
311 23rd Avenue North
Nashville TN  37203

Nick Bailey
District Attorney’s Office
Washington Square, Suite 500
222 Second Avenue North, Suite 500
Nashville TN  37201

Sue Ross, RNC, MSN, PNP
“Our Kids”
1900 Hayes Street
Nashville TN  37203

Amanda Lucas, Probation Officer
Metropolitan Juvenile Court
100 Woodland Street
Nashville TN  37213
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Suzanne Patricia Starling, M. D.
Director of Child Abuse and Neglect Program
Vanderbilt University Medical Center
T-3320 Medical Center North
Nashville TN 37232-2575

Barbara Nabrit-Stephens, M. D.
210 19th Avenue North
Nashville, TN  37203

Michelle Stratton
Coordinator, Quality Improvement
Metropolitan Nashville Fire Department
Emergency Medical Service Division
63 Hermitage Avenue
Nashville TN  37210
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Appendix 5

THE CHILD FATALITY REVIEW PROCESS

When a child dies:

• The death certificate is sent from Metropolitan Health Department (MHD) Vital
Statistics staff to the (MHD) Child Fatality Review Team staff.

• Birth and death records are sent to Team members.  Available records are
requested from programs within MHD (HUG, Healthy Start, WIC, etc).

• All Team members search their agency/hospital files, and bring either records
or case summaries to Team meetings.

• The Team meets; each case is reviewed; the paperwork is completed.

• MHD Child Fatality Review staff enter the data into a database. Completed
data forms are then forwarded to the State Fatality Review Program.

• The Team produces an annual report to assist in the development of data-
driven recommendations for prevention of child fatalities.
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